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In patients with "functionless" pituitary tumours or those with active acromegaly, impaired LH release was often seen, though FSH reserve under the test conditions appeared intact. The ability of the pituitary to release gonadotrophins occurred in many patients independently of the functional pituitary reserve for other hormones. The three patients with pituitarydependent Cushing's disease each showed a different type of response-normal, impaired, or exaggerated. Impaired or absent TSH responses to TRH were seen in these three patients and this is characteristic of this condition .
When the 15 patients with amenorrhoea and galactorrhoea were investigated it was clear that basal gonadotrophin levels were normal or high in nine, and that normal or even exaggerated responses could occur after administration of the decapeptide. The response did not correlate with basal prolactin levels nor the levels achieved after administration of TRH. The cause of amenorrhoea in these women was clearly not due to inability to synthesize the gonadotrophins but was probably the result of failure of their cyclical release. Hyperprolactinaemia may be responsible, at least in part, for this functional abnormality, since when the prolactin levels were reduced with bromergocryptine galactorrhoea ceased and normal menstruation resumed; potency returned in male patients similarly treated . Whether prolactin interferes at the hypothalamic-pituitary level or has a direct action on the gonads remains to be elucidated.
Gonadotrophin releasing hormone responsiveness was present in every patient with anorexia nervosa, and here again it is probably the failure of cyclical release rather than inability to synthesize gonadotrophins which is the major factor in the initiation and perpetuation of the amenorrhoea. Patients with primary gonadal failure showed the expected exaggerated response to the decapeptide.
In view of the fact that in most patients with hypogonadotrophic hypogonadism, of whatever cause, LH and FSH secretion can be induced with the synthetic decapeptide LH/FSH-RH, it is evident that the pituitaries of these patients contain LH and FSH. It would therefore appear that it is the impairment of release which is the primary cause of the hypogonadism rather than pituitary gonadotroph destruction in these patients. 
Introduction
In previous publications (Smithers and Wallace, 1962; Smithers et al., 1971; Smithers, 1972) we have reported our results in 446 patients with tumours of the testis treated before 1968 (255 seminomas, 191 teratomas). At least 95% with seminomas of the testis should be cured today by orchidectomy and irradiation, and there is no indication for radical node dissection in these patients.
Results
The results of retroperitoneal node dissection in patients with teratomas of the testis, with and without irradiation, reported by Whitmore (1970) and Walsh et al. (1971) (TLD 100) . This investigation has shown that without extending the field to the inguinal region the testicular dose with our technique is about IP5% of the nodal dose so that a testicular dose of between 50 and 70 rads is to be expected for a nodal dose of 4,000 rads in three to five weeks. When the inguinal nodes are also treated the testicular dose rises to about 2-5% of the nodal dose (90 to 110 rads per 4,000 rads nodal dose). Testicular doses without the extra cup shields are more than double those given above, both with and without inguinal irradiation (about 250 rads and 150 rads per 4,000 rads respectively).
Such dose levels may lead to sterility but the frequency with which they do so cannot be assessed without information both about the fertility of males destined to develop testis tumours and about their contraceptive practice. Orecklin et al. (1973) found from 77 responses to a questionnaire sent to 101 patients treated for malignant tumours of the testis that 52 said they had attempted to father a child before treatment and that 42 (81 %) had been successful. A study by semen analysis was made on seven men with testicular tumours by Amelar et al. (1971) . Four had normal fertility levels before orchidectomy and irradiation, all had extremely poor semen quality after treatment but were restored to normal levels in three to four years, and three of them fathered normal children. The other patients had poor semen quality before treatment, became azoospermic after treatment, but had returned to their former poor semen quality within four years.
In the Orecklin et al. (1973) survey, 28 patients had attempted to father a child after treatment and 18 (65%) had been successful. Sixteen of these 18 had been irradiated, two had not. Of the 10 who failed one had been irradiated and nine had had a retroperitoneal lymph node dissection; five of them had ejaculatory impotence. One mongoloid child was born to a patient in the irradiated group but both parents were in their late 30's.
FERTILITY IN OUR TREATED PATIENTS
Detailed family histories were not always taken in the early days, and our information about these families is certainly weighted in favour of parents. However, one statement about fertility can be made-namely, that we have records of 34 men who have fathered 52 children after orchidectomy and irradiation for malignant disease of the testis. In none of these children was there any evidence of teratogenic changes. STUDY OF 74 PATIENTS (49 WITH SEMINOMA, 25 WITH TERATOMA) The age and previous family histories of patients affects the probability of their having children after treatment. Our group has, therefore, been divided by age as follows.
25 and Under (8 Patients).-Five had eight children conceived and born after treatment (no children recorded before onset of tumour); one fathered a normal fetus, medically terminated (neither parent married); one had two children before treatment and had a second primary in the other testis six years later; one fertile shortly before diagnosis (wife pregnant when he first came to hospital) is alive and disease-free at 10 years, but we have no record of any further family.
26-30 Years (24 Patients).-Nineteen had 32 children conceived and born after treatment, four of whom had five children before onset of tumour; one fathered a miscarriage after treatment, having had no children before onset of tumour; three were fathers before onset of tumour, having three, two, and two children respectively, without record of whether families were then limited by choice; one known to be unsuccessful before and after tumour onset.
31-35 Years (11-Patients).-Seven had eight children conceived and born after treatment, three of whom were fathers before onset of tumour, having three, two, and one children respectively; three were fathers before onset of tumour, having three, three, and two children respectively and no children after treatment without record of whether families were then limited by choice; one had no children and was not married until one year after first primary; he had a second primary in the other testis four years after marriage.
36-40 Years (9 Patients).-Two had three children conceived and born after treatment, one of whom already had three children; seven had 12 children before onset of tumour, three of whom were known to have then limited their family by choice.
41-45 Years (6 Patients).-One had a child after treatment, none before. Four were fathers before onset of tumour, having nine children. One known to have then limited the family by choice; one adopted a child after treatment, having no family before onset of tumour.
46 Years and Over (16 Patients).-Fourteen were fathers of 26 children before onset of tumour; one was fertile before treatment (miscarriage) and then a prisoner of war for five years and had a wife much older than himself; one was fertile before treatment (wife had a miscarriage followed by hysterectomy).
The time of conception ranged from during treatment in one patient and five months after treatment in another (despite the warnings given) to 12 years after treatment. Most of these patients conceived their children within a two-to three-year interval after the irradiation but there was a gap before the first child was born of four, five, six, eight, 11, and 12 years in other cases. All these children appear normal. Twenty-seven were born to patients who had had seminomas and 25 to those who had had teratomas. (Duthie et al., 1970) . We now present longer-term follow-up which shows that the initial superiority of gastrectomy has not been maintained with the passage of time.
Methods
From 1964 to 1971 100 consecutive cases of peptic ulceration of the body of the stomach, excluding emergency operations, have been included in a randomized controlled trial of the operation of vagotomy and pyloroplasty compared with Billroth I gastrectomy. The patient was entered into the trial when the diagnosis was confirmed at operation and no evidence of duodenal ulceration or of an ulcer within 2 cm of the pylorus was found. A biopsy of the ulcer was performed. Initially a four-quadrant biopsy specimen was taken but in the last 25 cases a circumferential specimen of the whole ulcer was obtained and sent for immediate histological examination. During this period seven cases (three selected for vagotomy, and four selected for gastrectomy) were found to have an ulcer/cancer and 100 cases had benign ulceration. The cases with ulcer/cancer are considered separately. Standard operative techniques were used. Truncal vagotomy was used in 41 cases and selective vagotomy in nine cases, each combined with a Heineke-Mikulicz pyloroplasty. About 50-60% of the stomach was removed at gastrectomy. The gastric remnant was anastomosed to the duodenum (Billroth I). Insulin tests were performed on patients with postoperative symptoms.
At follow-up patients were interviewed personally and particular note was made of any postoperative symptoms. Direct questions were asked concerning presence of diarrhoea, dumping, bilious vomiting, distension, and any dyspepsia. After full examination the patients were weighed, their height was meas-
